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Recognition and treatment of abdominal wall pain
We agree entirely with Gallegos and Hobsley (June 1989 JRSM, p 343) that abdominal wall pain must be thought about in any patient with symptoms that do not fit a pattern suggestive of intraabdominal pathology and use the test that they attribute to Carnett. We have presented our own series of 24 patients', 10 of whom had not had previous surgery and in the other 14 the pain was not due to entrapment in the scar. We are sure that if the authors were to review the sites accurately identified as being the sites of maximum tenderness with 'one fingertip' that these would correspond to the surface markings of the anterior cutaneous branches of the intercostal nerves as they emerge through the rectus sheath just medial to the Linea Semilunaris. Tensing the recti often reveals a palpable dimple, which we believe to be the exit point of the nerve. This has been anatomically studied in depth'' and is common in patients attending pain clinics", It is important to appreciate that the source of entrapment is deep to the anterior rectus sheath so that injections of local anaesthetic can be accurately placed, particularly in the obese. P N HALL Similar methods are used, however, to appraise referral letters (and the replies) for appropriateness, quantity of information and pre-referral management.
(2) Analysis of health service data is widely used, either using practice microcomputers, or health authority or family practitioner committee systems (eg for cervical cytology or immunizations). The latter offers the bonus of comparative figures for the locality and feedback of such data is being developed in many areas, especially by family practitioner committees.
(3) Population-based epidemiological studies may provide information about the quality of primary as well as secondary care.
(4) Analysis ofappropriate investigation and therapy can be performed, eg through using as a basis the Prescribing Analysis and Cost (PACT) feedback now sent to all practices. Important techniques particularly applicable in general practice include the following:
(5) Analysis of doctor-patient communication (mentioned by McKee et al.) is performed using videotapes, especially in practices teaching undergraduates or trainees.
(6) Practice Activity Analysis is the name for a series of instruments developed for clinical and operational audit by the Birmingham Research Unit of the Royal College of General Practitioners''. These range, for instance, from psychotropic prescribing (an encounter form) to rubella immunity (a grid for collecting data on preventive procedures in manual patient records). Rates are expressed in relation to numbers of patients or consultations over time, and a large database has now been assembled.
(7) 'Rent-an-Audit' is a form of manual record assessment using check-lists to look for evidence of risk factor recording (eg blood pressure recording, noting smoking habit)".
(8) 'What sort ofDoctor?' was the title of two Royal College of General Practitioner working parties which developed a method of comprehensive practice appraisal". This involves peers visiting one another to inspect premises and records, interview doctors and staff, view videotapes and examine preventive care. A development of this method is now being used for selection of prospective Fellows of the College. Wouldbe trainers already have to satisfy rather less stringent criteria for adequate practice facilities and quality of care, as well as teaching ability.
These are just some of the methods used for medical audit within primary care, and some of these are directly relevant to work in hospitals too. Call Burg 1988; 70:120-2 The author replies:
I would entirely agree with the authors that a common site for abdominal wall pain is just medial to the Linea Semilunaris. However, despite review of the cases there is no doubt that some patients suffer from abdominal wall pain which can not be explained by entrapment of the anterior cutaneous branches of the intercostal nerves. The precise aetiology of these remaining cases remains obscure but may in part be due to 'trigger points' which have arisen in the muscles of the anterior abdominal wall. The aetiology of these 'trigger points' is uncertain but the fact that they respond to injections of local anaesthetic undoubted. Again, the key is the accurate placement of the needle. N C GALLEGOS
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The glucagonoma syndrome
We read the excellent case report by Price et at. (September 1989 JRSM, p 553) with interest. Unfortunately in the discussion a common fallacy is perpetuated, thus streptozotocin, while cytotoxic to the rat beta cell, does not seem to affect the normal human beta cell at the doses employed to treat islet cell tumours. Indeed the limiting factor in streptozotocin therapy is usually renal toxicity. Similarly although somatostatin inhibits insulin secretion, as the authors mention, this is counterbalanced by delayed absorption offood and inhibition of counter-regulatory hormones, namely growth hormone and glucagon. In the case of a glucagonoma the inhibition of glucagon is usually enough to restore impaired carbohydrate tolerance to normal in spite of the concomitant inhibition of insulin secretion. Some glucagonomas suppress less well with somatostatin and in these cases somatostatin treatment is unhelpful. year period and conclude that prompt surgical intervention is the best option and further, that changes in antibiotic availability and that the introduction of total parenteral nutrition (TPN) have not influenced the mortality rate during the three decades reviewed. Conservative management of iatrogenic oesophageal perforations and cases of Boerhaave's syndrome diagnosed late is best, provided adequate drainage is maintained.
Early diagnosis remains the key to a successful outcome aided by a thorough removal of material from the chest. Suture of the rent depends on full exploration of the mucosal defect for this repair to be sealed. This should be followed by adequate tube drainage and TPN. JOHN Ann Thorae Burg 1989; 47:689-92 The case report by Smyth and Wastell on Boerhaave's syndrome (August 1989 JRSM, p 498) prompts us to comment on the management of this potentially lethal condition. We had the daunting task of managing a 67·year-old man whose condition unexpectedly deteriorated two days after an uncomplicated closure of his transverse loop colostomy formed two months earlier at the commencement of surgical treatment of an obstructing chronic inflammatory mass involving the sigmoid colon; which was subsequently confirmed to be Crohn's disease. He required intensive care for the initial diagnosis of a right lower lobe pulmonary embolus, but further assessment and investigations established by the 8th day the existence of a right sided oesophagopleural fistula. Full conservative management, with chest drainage and total parenteral nutrition, led to complete recovery and discharge home after eleven weeks of hospitalization.
Late detection of spontaneous rupture of the oesophagus poses enormous problems in an ill patient. Conservative management is then the treatment of choice':". The oesophageal tissue becomes oedematous and friable with doubtful viability and repair leads to high leakage rate and an unacceptably high mortality (50%); whereas conservative management gives a better chance of survival with around 9% mortality's", However most authors favour immediate surgical management in cases diagnosed early, within 12-24 hoursl". The mortality rate within this period would be 10-20%3 and surgical intervention produces 64-70% survival", It is our conclusion, therefore, that conservative management is the treatment of choice only when Boerhaave's syndrome is detected late, but that surgical intervention remains the treatment of choice when this condition is diagnosed early. J P AYENI
